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Inaugural  traumatic  patellar  dislocation  is most  often  due  to  trauma  sustained  during  physical  or  sports
activity.  Two-thirds  of acute  patellar  dislocations  occur  in  young  active  patients  (less  than  20 years  old).
Non-contact  knee  sprain  in ﬂexion  and  valgus  is the  leading  mechanism  in  patellar  dislocation,  accounting
for  as  many  as  93% of all  cases.  The  strong  displacement  of  the  patella  tears  the  medial  stabilizing  struc-
tures,  and notably  the  medial  patellofemoral  ligament  (MPFL),  which  is almost  always  injured  in acute
patellar  dislocation,  most  frequently  at its  femoral  attachment.  Lateral  patellar  glide  can  be assessed  with
the knee  in  extension  or 20◦ ﬂexion.  Displacement  by more  than  50%  of  the patellar  width  is  considered
abnormal  and  may  induce  apprehension.  Plain  X-ray  and  CT  are  mandatory  to diagnose  bony  risk  factors
for  patellar  dislocation,  such  as  trochlear  dysplasia  or increased  tibial  tubercle-trochlear  groove  distance
(TT-TG),  and  plan  correction.  MRI gives  information  on  cartilage  and capsulo-ligamentous  status  for  treat-
ment planning:  free  bodies  or osteochondral  fracture  have  to  be  treated  surgically.  If patellar  dislocation
occurs  in  an anatomically  normal  knee  and osteochondral  fracture  is  ruled  out on  MRI,  non-operative
treatment  is  usually  recommended.
©  2014  Elsevier  Masson  SAS.  All  rights  reserved.. Introduction
Acute traumatic patellar dislocation is the second most frequent
ause of traumatic hemarthrosis of the knee, after anterior cruciate
igament tear, and accounts for 3% of all traumatic knee lesions [1,2].
It is usually due to trauma sustained during physical or sports
ctivity. In two-thirds of cases, it concerns young active subjects
nder 20 years of age [3–5].
It may  have long-term consequences: instability of patellar ori-
in, pain, recurrent dislocation and patellofemoral osteoarthritis
6].
. Anatomy
The patellofemoral joint is complex; stability depends on
steoarticular conformation and static and dynamic stabilization
tructures. Any change in anatomy, such as extensor apparatus
lignment defect, patellofemoral dysplasia or trauma, can induce
atellar instability.
The embryonic patella develops during the 7th week of gesta-
ion. Cells develop in the deep layer of the patellar tendon, forming
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877-0568/© 2014 Elsevier Masson SAS. All rights reserved.a nascent cartilage structure, which ossiﬁes only at the age of
4–6 years [7]. Six centers of patellar ossiﬁcation develop then fuse
to form a single nucleus of ossiﬁcation.
Normally, the two patellar joint surfaces, medial and lateral,
are symmetric and congruent with the femoral trochlea. Trochlear
morphology remains relatively constant but, with growth, the thick
trochlear cartilage thins in the middle, creating an illusion of a
trochlear “hollow” [8]. The peripatellar soft tissue and particularly
the medial patellofemoral ligament (MPFL) and vastus medialis
obliquus (VMO) muscle contribute signiﬁcantly to joint stability
[9]. The MPFL inserts to the femur between the medial epicondyle
and the adductor tubercle, and to the superomedial edge of the
patella (Fig. 1).
3. Biomechanics
The MPFL provides 50–80% of the mechanisms counteracting
lateral patellar glide [10,11]. Lateral patellar dislocation renders it
incompetent, promoting recurrence of dislocation [12].
Neighboring structures, such as the patellomeniscal or patel-
lotibial ligaments and the superﬁcial medial retinaculum, make
lesser contributions to patellar stability.
The VMO  muscle is very important, acting as a dynamic stabi-
lizer, and is intimately related to the MPFL [8].
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aFig. 1. Anatomic diagram showing MPFL position.
rom Maîtrise orthopédique No. 186–2009.
Patellar tracking and patellofemoral stability result from highly
omplex interactions between these static and dynamic stabili-
ers. Patellar trajectory in the femoral trochlea is not straight, but
ncludes tilt, glide and rotation.
With the knee in complete extension, the patella lies above and
eyond the femoral sulcus. It enters the trochlea when the knee is
n 10–30◦ ﬂexion, depending on patellar tendon length: trochlear
ntry is later in case of patella alta or of “short” trochlea, in which
ase osteoarticular stabilization of the patellar is lacking when the
nee is in extension or slight ﬂexion [8,13].
. Deﬁnitions
Patellar dislocation, if not otherwise speciﬁed, is lateral dis-
ocation; medial dislocation, which is exclusively iatrogenic, and
ntra-articular dislocation are very rare, but exist and need to be
nown.
There is an important distinction between inaugural traumatic
islocation (single), recurrent dislocation (several) and habitual
islocation, as deﬁnitions and treatments differ. Inaugural trau-
atic dislocation ruptures previously intact medial para-patellar
tructures [5,14,15], and may  remain single. In common to all inau-
ural traumatic dislocations is knee hemarthrosis, due to medial
ara-patellar stabilization structure rupture. Dislocation becomes
recurrent” if repeated several times following the inaugural trau-
atic dislocation. Habitual dislocation is a complex entity deﬁned
y patellar dislocation on each movement of ﬂexion of the knee.
. Incidence and risk factors
There have been several studies of incidence of inaugural patel-
ar dislocation in adults [3–5,14]. Mean annual incidence of patellar
islocation varies with age group: it is between 5.8 and 7.0 per
00,000 person-years in the general population, but 29 per 100,000
n 10–17 year-olds; It reaches 69 per 100,000 person-years in mil-
tary personnel undergoing aptitude testing and very demanding
raining [14].
Women  are at greater risk than men, as are young subjects,
hether military or in the general population; risk decreases with
ge [3–5,14]. This may  be due to young subjects’ more intenseurgery & Research 101 (2015) S59–S67
physical activity and/or to morphologic and tissue-related factors
that make some adolescents more vulnerable.
6. Traumatic mechanism and predisposing factors
The typical mechanism underlying patellar dislocation is a
movement of the knee in ﬂexion and valgus without direct con-
tact, accounting for 93% of traumatic patellar dislocations [3]. Most
patients report a sensation of slippage, intense pain and secondary
effusion, often suggestive of knee sprain. True traumatic dislo-
cation, caused by direct tangential shock dislocating the patella
laterally, also occurs. History taking can determine the trauma
mechanism.
Whatever the mechanism, according to Sillanpaa et al., almost
all patients with traumatic patellar dislocation show hemarthro-
sis, MPFL lesion and medial patellar wing fracture. Osteochondral
fracture occurs in 25% of traumatic patellar dislocations [3].
Recurrence risk is increased 6-fold in case of history of ipsi- or
contralateral patellar dislocation [4]. Dejour and Walch, in 1987,
attributed patellar predisposition toward dislocation and instabil-
ity with recurrence to four principal and certain secondary factors.
6.1. Principal predisposing factors
6.1.1. Trochlear dysplasia
Trochlear dysplasia [16,17] is a determining factor, consisting
in progressive ﬁlling of the trochlear ﬂoor, resulting in greater or
lesser smoothing out of the trochlear groove, which becomes ﬂat
or convex. There are several associated signs on strict lateral knee
X-ray (Fig. 2):
• crossing sign: crossing between the deep line of the trochlea and
the anterior edge of the two condyles (which would normally be
more anterior), at and below which point the trochlea is com-
pletely ﬂat;
• supra-trochlear spur: a spur above the trochlea, resulting from
overall trochlear pre-eminence;
• double contour: projection of the subchondral bone of the
hypoplastic medial edge of the trochlea;
• trochlear projection:  measured with respect to the tangent to the
last 10 cm of the anterior femoral cortex; the ﬂoor of the trochlea
may  lie forward, ﬂush or backward with the cortex (positive, zero
or negative projection, respectively);
• trochlear depth: mainly of prognostic value. Maldague and Frot
[18] measured trochlear depth at 1 cm from the summit. Dejour
et al. [16,19] suggested a variant: a tangent to the last 10 cm of the
posterior femoral cortex and a perpendicular through the summit
of the posterior condyles cross at a point through which a line is
drawn subtending an open angle of 15◦ forward and downward;
this line crosses the line of the ﬂoor of the trochlea at point B
and the bicondylar line at point A. It is the distance AB that is to
be measured, with a threshold of 4 mm,  values less than which
signifying pathology.
Dejour and Lecoultre classiﬁed trochlear dysplasia in 4 grades
[20] (Fig. 3):
• grade A: crossing sign with normal morphology of the sides of the
trochlea on CT;
• grade B: crossing sign, supra-trochlear spur, trochlea ﬂat on CT;
• grade C: double contour ending below the crossing sign, medialhypoplasia and lateral convexity on CT;
• grade D: double contour ending below the crossing sign, supra-
trochlear spur, medial hypoplasia and lateral convexity on CT,
with the two  sides joining in a “cliff”.
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.1.2. Elevated TT-TG distance
The distance between the tibial tubercle and the trochlear
roove (TT-TG) [21] (Fig. 4) is measured from 2 superimposed CT
lices, one through the ﬂoor of the groove where the intercondylar
otch has a Norman arch shape, and the other through the middle
f the tibial tubercle. Normal values depend on degree of ﬂexion:
6 ± 4 mm in extension to 9 ± 4 mm in ﬂexion.
.1.3. Patella alta [22,23]
Isolated high patella or “patella alta” may  be found in recurrent
atellar dislocation and may  be the cause of recurrence. Normally,
he patella enters the trochlea as of the ﬁrst degrees of ﬂexion, being
hereby stabilized: if it is too high with respect to the trochlea,
ntry is delayed, with a risk of dislocation. The Caton-Deschamps
ndex [24] is used to measure patellar height on lateral knee X-
ay; the normal value is 1, and patella alta is deﬁned by an index
1.2. Patellar tendon length is also relevant, and can be measured
ig. 3. Lateral knee radiograph showing signs of trochlear dysplasia: double shape,
upra-trochlear spur (éperon supra-trochléen), crossing sign (signe du croisement).
rom Maîtrise orthopédique No. 176–2008.ochlear dysplasia grades.
on lateral X-ray, or more precisely on MRI  or CT; length >52 mm is
abnormal [25], although the threshold may  be modulated according
to the patient’s height.
6.1.4. Patellar tilt
Patellar tilt is measured by superimposing two CT slices, one
through the long axis of the patella and the other through the
trochlear reference slice (where the notch has a Norman arch
shape). It is the angle subtended by the long axis of the patella and
the posterior bicondylar plane (Fig. 5). It corresponds to quadriceps
dysplasia, especially of the vastus medialis, but also to trochlear
dysplasia. Measurement is taken with the quadriceps relaxed and
then contracted, giving a dynamic assessment of tilt. Normal values
lie between 10 and 20◦.
6.2. Secondary predisposing factorsThe secondary predisposing factors are described as follows:
• elevated Q angle with tibial tubercle lateralization and genu val-
gum [26,27];
Fig. 4. Diagram showing measurement of TT-TG distance [TT-GT] (tibial tubercle
[TTA]  – trochlear groove) [AE: anterolateral; AI: anteromedial].
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CT assesses osseous risk factors: patellofemoral malalignment,
osteochondral defects, patellar tilt and lateral subluxation, elevated
TT-TG distance and trochlear dysplasia [36].Fig. 5. CT measurement of patellar tilt.
elevated femoral anteversion with compensatory lateral tibial
torsion [28];
vastus medialis hypoplasia;
ligament hyperlaxity [29,30] with genu recurvatum;
patellar dysplasia: Wiberg deﬁned 3 patellar types according to
axial aspect in 30◦ ﬂexion [31], and Baumgartl added a 4th type
[32]:
◦ type 1: concave medial facet almost as long as the lateral face,
◦ type 2: short concave medial facet,
◦ type 3: short convex medial facet (dysplastic patella),
◦ type 4: absence of medial crest or medial facet.
Patellar dysplasia was investigated by Servien et al. in the sagi-
tal plane, based on analysis of the patellar tip, which is shorter the
onger the patellar ligament [33].
. Clinical examination
In fresh trauma, clinical examination is essential for diagnosis
f patellar dislocation [8].
Patellar dislocation usually resolves spontaneously. Only 20%
f patients require reduction of persistent dislocation. Diagnosis is
hen clear: the patient is in great pain, the knee is deformed by the
ateral dislocation of the patella, and there is often ﬂexion contrac-
ure. Analgesia or even anesthesia is essential, for the patient to be
ble to relax. The knee is brought into complete extension and the
atella is reduced by lateral medializing pressure to slip it back into
he femoral trochlea. Voluminous hemarthrosis can be withdrawn
n the same step, to relieve pain and facilitate clinical and radio-
ogical examination: the Merchant view in 45◦ ﬂexion and lateral
iew in 30◦ ﬂexion are difﬁcult to take in patients with volumi-
ous hemarthrosis under tension. Fatty lobules in the joint ﬂuid
ay  indicate osteochondral fracture or simply bone impaction of
he medial patellar facet onto the lateral femoral condyle (Fig. 2).
In spontaneous reduction, other diagnoses may  be considered:
evere sprain, joint fracture, etc. The trauma circumstances and
mmediate post-trauma aspect (lateralized patella?) should be
etermined, with examination for:
patellar hypermobility and apprehension when the patella is
shifted laterally;
pain on palpation of the MPFL.
Loss of tendon and muscle substance at the patellar insertion
f the vastus medialis and/or MPFL and a patella that is easily dis-
ocated are prognostic factors of poor outcome for non-operative
reatment [8]. Valgus and abnormal lower-limb rotation, contralat-
ral patellar hypermobility [34], hyperlaxity and familial history of
atellar dislocation should also be explored for.Fig. 6. Merchant view of patella, showing lateral patellar subluxation, increased
patellar tilt and a bone fragment from the medial edge corresponding to MPFL
avulsion.
8. Imaging
8.1. Plain X-ray
Radiography should comprise an AP weight-bearing view in
extension, Merchant view (weight-bearing in 45◦ ﬂexion), also
known as a femoropatellar axial view, and lateral view in 30◦ ﬂex-
ion.
The Merchant view may  reveal bone avulsion of the medial facet
of the patella (Fig. 6) and enables analysis of patellofemoral cen-
tering. The avulsion involves either the patellar insertion of the
MPFL or the more distal patellomeniscal ligament insertion. Osteo-
chondral fractures of the inferomedial pole of the patella are highly
suggestive of traumatic patellar dislocation (Fig. 7), but are over-
looked on 30–40% of initial radiographs [11,35].
8.2. CTFig. 7. Intraoperative photograph of fracture-avulsion of the inferomedial pole of
the patella after inaugural traumatic dislocation.
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It is also useful to screen for lower-limb rotational abnormality
nd to measure TT-TG distance in various degrees of ﬂexion [8].
Cartilage cover makes the trochlear groove shallower than the
sseous groove, especially in subjects under 18 years of age. CT or
-ray measurements using the trochlear groove as landmark are
herefore less contributive than those on MRI, which take account
f the cartilage [37]. Neither does CT analyze the medial capsulo-
igamentous stabilizing structures with precision.
.3. MRI
MRI  is more speciﬁc in precisely determining involved struc-
ures and thus guiding treatment decision-making. It assesses the
atellofemoral joint cartilage surfaces and also the medial patel-
ar stabilizing structures (medial retinaculum, MPFL and VMO)
38–40].
In patellar dislocation, MRI  reveals: hemarthrosis, bone edema
f the medial patellar facet and lateral femoral condyle (Fig. 8),
steochondral lesions of the medial patellar facet (Fig. 9) and the
nterolateral part of the lateral femoral condyle. Concave deformity
f the inferomedial patella, due to impaction, is a speciﬁc sign of
ateral patellar dislocation [15,41].
. Natural history
The sequelae of inaugural patellar dislocation are well described
n the literature [33,34], and may  be serious.
More than 50% of patients present symptoms after inaugu-
al patellar dislocation [42], with a risk of more or less severe
atellofemoral osteoarthritis in the long-term [43]. Moreover,
ecurrence rates may  be as high as 40% [44].0. Treatment
Adapted treatment is essential to limit recurrence of dislocation,
ainful subluxation and osteoarthritis.urgery & Research 101 (2015) S59–S67 S63
The preventive impact of primary stabilization surgery on sec-
ondary instability is a matter of debate.
Treatment guidelines and results are highly variable, with low
level of evidence.
Series reporting results on various treatment options combined
acute traumatic dislocation and recurrent dislocation [42,45–48].
Non-operative and surgical management have been compared in a
few studies [47,49], but with only 2 randomized prospective stud-
ies [50,51]. Recurrence rates are high, ranging from 10 to 30% in
surgery [1,26,48,49,52] and 13 to 52% for non-operative treatment
[42,45–47,49].
10.1. Non-operative treatment
Several teams favor non-operative management of inaugural
traumatic patellar dislocation [13,51,53]. Stefancin and Parker rec-
ommended this attitude in a review of 70 articles, except in case
of chondral lesion, osteochondral fracture or major lesions of the
medial stabilizing structures on clinical and radiological (CT and
MRI) assessment [2].
The precise modalities, however, have been little studied:
• there is agreement that patients should initially be immobilized
for 2–3 weeks, to control pain; immobilization in some 20◦ ﬂex-
ion approximates the two extremities of the torn medial wing.
Knee braces are used to stabilize the patella as soon as pain
allows;
• weight-bearing is authorized as soon as possible, depending on
pain;
• early mobilization is important to maintain joint cartilage
trophicity [8]; closed-chain exercises and passive mobilization
are then initiated [5].
Rehabilitation following inaugural traumatic patellar disloca-
tion seeks to restore normal range of knee motion (full ﬂexion
and extension) and to reinforce the quadriceps to restore dynamic
patellar balance. The medialis vastus was for some years a
target for reinforcement, insufﬁciency being thought to con-
tribute to lateral dislocation, but the literature fails to conﬁrm
this hypothesis [54]; it is thus just one element of rehabili-
tation among others: muscle reinforcement, electrotherapy and
proprioception.
In a literature review, Smith et al. [55] showed that one-third of
patients suffered recurrence of dislocation after rehabilitation, and
were unable to identify the ideal protocol.
10.2. Surgical treatment
10.2.1. Chondral and osteochondral fracture
Arthroscopy is indispensable in case of intra-articular free body
released by chondral lesion or osteochondral fracture. When osteo-
chondral fracture involves more than 10% of the patellar joint
surface or involves the weight-bearing surface of the lateral femoral
condyle, the osteochondral fragment should so far as possible be
ﬁxed by open surgery, for instance using resorbable pins (Fig. 10);
if this is not possible, micro-fracturing may stimulate cartilage
regrowth.
10.2.2. Stabilization surgery
The MPFL and medial retinaculum tend to be torn in acute
traumatic patellar dislocation [50,56,57], so much so that, along-
side hemarthrosis, these are genuine symptoms of dislocation
[50].
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fig. 9. MRI  sequences showing osteochondral fracture-avulsion of the inferomedia
corresponding intraoperative photographs: Figs. 7 and 10).
Patellar dislocation patients can be classiﬁed under 3 categories
ccording to whether they show predisposing factors and whether
he dislocation is inaugural or recurrent.
0.2.2.1. Inaugural dislocation without predisposing factors. Imme-
iate surgical repair of the patellar stabilizing structures (VMO,
PFL, medial retinaculum) is recommended in athletic patients.
Bone avulsion at the patellar insertion of the MPFL is known not
o show consolidation even with proper immobilization; functional
ig. 10. Intraoperative photographs of 2 × 1 cm free patellar osteochondral bone fragme
ragment and 2 resorbable sutures in the purely chondral part.f the patella in a patient who had previously suffered inaugural patellar dislocation
results of non-operative treatment are unsatisfactory, and ﬁxation
is recommended [11,58].
10.2.2.2. Inaugural dislocation with predisposing factors. Surgical
repair of the patellar stabilizing structures (VMO, MPFL, medial reti-
naculum) is recommended in case of risk factors for recurrence:
trochlear dysplasia, patella alta, elevated TT-TG distance.
Repair may  consist in suturing the torn structures, with or with-
out tendon reinforcement (e.g., Roux-Goldthwait technique, using
nt found within the joint, ﬁxed by resorbable pins in the osteochondral part of the
V.B. Duthon / Orthopaedics & Traumatology: Surgery & Research 101 (2015) S59–S67 S65
Knee  instabil ity  + 
Patellofemoral (PF) pain 
PF laxity at 0° and 30° ﬂexion, lateral view 
Laxity, crossing sign,  
>4 mm trochlear projecon 
No PF laxity, normal X-ray, 
no dysplasia 
CT No CT 
Patel la al ta 
ind ex >1.2  
TT-TG 
>20 
mm 
Tilt 
>20°  
MRI 
Medialize 
TT  
Lower 
TT 
Ligament 
bal ance  
MPFL 
reco nstr uc on 
Carlage 
fragment 
or 
chondrite 
MRI 
nega ve 
Art hrosco py Conservave 
treatme nt 
Diﬀerenal 
diag nosis  
rithm
F
a
c
c
d
s
r
s
t
1
s
d
i
t
T
r
d
s
a
“
a
c
t
w
l
5
e
h
t
i
systematically associated, as vastus medialis plasty alone is insuf-
ﬁcient to stabilize the patella.Fig. 11. “À la carte” treatment algo
rom Maîtrise orthopédique No. 186–2009.
 strip of patellar tendon), and the predisposing factors should be
orrected to limit the risk of recurrence: lowering the tibial tuber-
le in patella alta, medializing the tibial tubercle in elevated TT-TG
istance (>20 mm in extension). This may  be done as a second
tep, consisting not in repairing the stabilizing structures but in
econstructing the MPFL by gracilis tendon autograft associated to
urgical correction of predisposing factors. This treatment is close
o that for recurrent dislocation.
0.2.2.3. Recurrent dislocation [2]. In recurrent patellar dislocation,
urgery is mandatory due to severe apprehension constituting a
isability in everyday life, and to prevent chondral lesions which,
n the long-term, would cause patellofemoral osteoarthritis.
The main predisposing factors should be screened for and
reated: patella alta, by lowering the tibial tubercle; elevated TT-
G distance, by medializing the tibial tubercle. The MPFL is to be
econstructed.
These procedures are associated, so as to correct as many pre-
isposing factors as possible. Trochlear dysplasia can be treated by
ulcus-deepening trochleoplasty, although this is rarely indicated
s ﬁrst-line treatment.
Treatment in recurrent patellar dislocation is thus personalized,
à la carte”, as described by Dejour et al., who drew up a treatment
lgorithm [59] (Fig. 11) based on the following techniques.
10.2.2.3.1. Lowering the tibial tubercle. This technique is indi-
ated to correct patella alta. The tibial tubercle is lowered (Fig. 12)
o achieve a Caton-Deschamps index approximating 1. Patella alta
ith index >1.2 is corrected by lowering the tubercle until the index
ies between 0.8 and 1.0.
10.2.2.3.2. Patellar tenodesis. If patellar tendon length exceeds
2 mm,  lowering the tibial tubercle does not correct the length
xcess, with a risk of “windscreen-wiper effect” in case of patellar
ypermobility. In such cases, patellar tenodesis can be associated
o tibial tubercle lowering (Fig. 12).
10.2.2.3.3. Tibial tubercle medialization. Tibial tubercle medial-
zation, or Elmslie-Trillat osteotomy, is indicated for TT-TG ≥20 mm for recurrent patellar dislocation.
(in extension). The aim is to medialize the tubercle to achieve a
TT-TG distance of 12 mm.  For example, if TT-TG = 20 mm,  a 9-mm
medialization is needed, adding 1 mm to compensate for possi-
ble correction loss on ﬁxation. The distal part of tubercle is left in
continuity with the anterior tibial cortex, and a 4.5-mm screw is
sufﬁcient for ﬁxation.
10.2.2.3.4. Sulcus-deepening trochleoplasty. The principles
were established by Dejour and Walch in 1987 [60] (Fig. 13). It is
a demanding technique and difﬁcult to transmit; indications are
thus exceptional. It is indicated in recurrent dislocation with large
trochlear protrusion exceeding 6 mm (especially in grade B and D
dysplasia) or after failure of other techniques.
10.2.2.3.5. Vastus medialis plasty. This technique is indicated
for dysplasia of the vastus medialis, speciﬁcally in the oblique part
(VMO). This dysplasia contributes to patellar tilt measured on CT
(>20◦). Lateral wing sectioning may  be associated. Bone surgery isFig. 12. Diagram showing distalization of the tibial tubercle, isolated (center) or
associated with patellar tenodesis (right).
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10.2.2.3.6. MFPL reconstruction. MFPL reconstruction is
ncreasingly replacing vastus medialis plasty to correct patellar tilt
nd limit dislocation of lateral glide of the patella [61]. It moreover
eems to reduce or abolish apprehension on the Smillie test.
0.2.3. Results
To identify the optimal treatment (surgical versus non-
perative) for inaugural patellar dislocation, Hing et al. [62]
erformed a literature review of 5 studies for the Cochrane
atabase. No signiﬁcant difference emerged for:
risk of recurrent dislocation (47/182 versus 53/157; relative risk:
0.81; 95% conﬁdence interval: 0.56–1.17);
Kujala patellofemoral score (mean difference: 3.13; 95% CI: −7.34
to 13.59);
or need for surgical revision (RR: 1.09; 95% CI: 0.72–1.65
[3 studies]).
There have been no randomized controlled studies to identify
atient groups at risk of recurrent dislocation.
1. Conclusion
Inaugural traumatic patellar dislocation is frequent in young
ctive subjects.
Initial assessment requires MRI, which makes a crucial contri-
ution to decision-making.
Surgical stabilization of medial patellar bone avulsion provides
eneﬁt in patients with risk factors for patellar dislocation.
In dislocation in a normal joint, non-operative management is
enerally indicated.
In case of joint abnormality or recurrent dislocation, “à la carte”
urgery is usually indicated.
Further prospective randomized studies with longer follow-
p will be needed to identify risk factors for patellar dislocation:
ehavioral factors, quadriceps force, neuromuscular control, and
ostural stability in high-risk subjects.
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